MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 0 0 5 0 9 0 5
DEPAATMENT OF PUBLLIC HEALTH AND WELFARK STATE FILE
DO NOT WRITE AMENDED Registration District No. ___ ‘__QLanury Registration District No. ---!._________laglll‘rnr s No. ____...,.8981 ~ - = NUMBER
ON THIS $TUB - FIEEB d“”} : lgs
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY . STATE b. COUNTY inai
Jackson ’ Missourt Jackson sdminslon)
b. Cé;Y (1f ourside corporata limits, give TOWNSHIP only) Langth of slay in 1b c. CITY Inside Limits

[o]
TOWN Kmas city 2 vrs, TO\RNN KBnS&E Gitv Yesy % No [J

1 c. FULL NAME OF T in howpital, give location natde Limits d. STREET {If cu llaa, give lacation) Reaside on Farm
OF (1 NOT in h 14l | tian) | R t i
HOSPITAL OR ADDRESS

2.3@\8 INsTIUTION S, Jogeph Hospital Yafd NoO 5500 Tracy Yer O No

3 - 2. NAME OF DECEASED Firm Middie Last 4. DATE Month Day Year

{Type ar print)
MARIE E, . STEWART DEATH December 23, 1963

5. SEX 6. COLOR OR RACE 7. Married [ Never Married [] |B. DATE OF BIRTH | % AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
Montha

Female White Widowed X0 Divarced ] 5.17-1886 77 Days Hnurn—r Min.

10a. USUAL OCCUPATION [Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY

Hougewrpaekre e vttt | pome Chicago, Illinois U,8,4,

13e. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Robert Weimar Elizabeth Coyle Harry Stewart

15. WAS DECEASED EVER IN W0.5. ARMED FORCES? 16, SOCIAL SECURLTY NO. | 17. INFORMANT Address

{Yes, no, or unknown)| {If , give war or dates of aervi
‘To U yew aive o ot e s. Robert Edmonds  Council Bluffs, Iowa

18. CAUSE OF DEATH (Enfer only ane cause per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSETAND DEATH

IMMEDIATE CAUSE (a}

V5§ 300
Rev. 4/59

DATE AMENDED

-
2z
wi
=
pun |
o
o
o

Conditions, if any, DUE TO {b)
which gave rise to
sbove cause (a},
stating the under-
lying cause last. DUE TO (<) o
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH h"l net related 10 the terminal PART 11l §  decessed was hlé:l. was

disesse ¢condision given in PART | {a) thers » pragnancy in |ast 90 days.
ID Yes ] O No I [3 Unknown
. WAS AUTOPSY 20a. ACCIDENT SUICD|DE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART () of item 18.)

m}

PERF ED?
YES NO O

. TIME OF Hou. Month, Day, Year
INJURY a.m.
pom.
. INJURY QCCURRED 20e. PLACE OF INJURY {a.g., in or sbout home, | 20i. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factory, sireat, office bldg., erc.) .
NOT WHILE AT WORK ]

A n
21. | attanded the decessed fro N&b J’ 3 . to. G_}Mand last 1aw h.m slive on_ﬂl" ]"’ jfﬁ\

on 1he date stated above, and 10 Iha best of my knowledge, 1rom the caulei .ﬂatad

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MECICAL CERTIFICATION

Death occurred at.

22s. SIGNA ree or Jitle} 22b. DRESS . - 22: DATE SIGNED
Widha BB o Al

[ 232, BURIAL, CREMATION, | Z3b. DATE Tic. NAME OF CEMETERY OR CREMATORY /Jd. LOCATION (City, town,
REMOVAL {Specify]

Remov, 12-24-63 st, Joseph's Cemetery {Council Bluffs, Towa

24. Fumagl.RECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26, REGISTRAR'S SIGNATURE
Pellody-MeGilley-Eylar 20 W, Iimwood [+ -2¢.63 3 osyq e _@@.,E

{Licensed Embalmes’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

TYam ke Rorch

SHOULD READ

BY AFFIDAVIT OF
[T N

ITEM NO.




STATEMENT BY LICENSED EMBALMER

o-23

| hereby certify that -the body. whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ! Student Embalmer No.

working under my personal supervision,

Student : : Signed

Signature of Student Embalmer

. o Licensed Embalmer No.
: .

; P. Q. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). : .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above:

FS R L 4 , o




